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Survey of Non-U.S. Hemophilia Treatment Centers for HIV 
Seroconversions Following Therapy With 
Heat-Treated Factor Concentrates 


Until 3 years ago, non-heat-treated factor concentrates were used in treating congenital 
and acquired clotting factor deficiencies. At that time, heat-treated factor concentrates were 
introduced because the unheated concentrates had been epidemiologically linked with the 
exposure of large numbers of U.S. hemophilia patients to the human immunodeficiency virus 
(HIV) (7). There have now been a few reports of HIV seroconversion associated with heat- 
treated factor concentrates (2,3). Because several hemophilia treatment centers (HTCs) out- 
side the United States began using heat-treated factor concentrates somewhat earlier, a 
sample of major non-U.S. HTCs identified by the U.S. National Hemophilia Foundation were 
contacted during November and December 1986 and asked to help estimate the continued 
risk of seroconversion among their patients deficient in factor Vill and factor IX. Patients with 
von Willebrand's disease and other clotting factor deficiencies were not included. 

The directors of 13 HTCs located in western Europe, Canada, and Australia were asked to 
provide information concerning: 1) HIV antibody seroprevalence rates within their patient 
populations; 2) whether they were using, and when they had begun to use, heat-treated 
factor concentrate products (4-6); and 3) details regarding any HIV seroconversions occur- 
ring among their patients while receiving heat-treated factor concentrates. Most HTCs moni- 
tor the serologic status of their seronegative hemophilia A and B patients at approximately 
3-month intervals and were confident of all these patients’ serologic status as of late July 
1986. Of the combined total of 2,370 hemophilia A patients and 434 hemophilia B patients 
served by the HTCs in this survey, over 1,300 were still seronegative when heat-treated 
factor concentrates became available. Approximately 50% of the seronegative patients were 


classified as severely deficient in factor Vill or factor IX; the remainder had either moderate or 
mild hemophilia’. 


"Severity is defined on the basis of percent of normal factor activity: severe, < 1% of normal; moderate, 
2-5% of normal; mild, > 5% of normal. 
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Of the 23 patients who had their first documented positive HIV antibody test after receiv- 
ing heat-treated factor concentrate, 16 seroconverted within 6 months of last receiving un- 
treated factor concentrates. The remaining seven individuals fell into three groups (Table 1). 
Group 1: Two patients were first found to be seropositive more than 6 months after starting 
to use heat-treated factor concentrate products (at 7 and 10 months, respectively). However, 
for both of these patients, the last seronegative test had taken place several months before 
their last treatment with unheated factor concentrates. Group 2: Two patients who were sero- 
negative within the initial 6 months of heat-treated factor concentrate therapy (at 3 and 5 
months, respectively) were not tested again until after the initial 6 months (at 8 and 10 
months, respectively), at which time they were seropositive. Group 3: Three pediatric patients 
were seronegative at 8, 12, and 16 months after first receiving heat-treated factor Vill con- 
centrate but had their first of many consistently seropositive tests at 10, 13, and 22 months 
after treatment, respectively. 

The patients in Group 3 had no reported risk factors for HIV infection other than hemophil- 
ia and reportedly had received no other blood components during this time period. All three 
pediatric patients were severely deficient in factor Vill. One child, a 6-year-old, had received 
vials from four lots in the 10-month interim before seroconversion. He is presently asymp- 
tomatic and his reported T-cell values are normal; no HIV cultures have been attempted. The 
other two children, aged 4 and 13, had received large amounts of heat-treated factor Vill con- 
centrates for extended periods either as therapy for an inhibitor or as routine care. The 4- 
year-old was found to be HIV culture positive in 1986 and now has AIDS. The 13-year-old 
had severe T-cell abnormalities by mid-1986 and now has lymphadenopathy and 
encephalopathy. 

The many lots of concentrate received by each of the three patients in Group 3 had come 
from three different U.S. manufacturers. The plasma used by each of the U.S. manufacturers 
was collected before serologic screening of donors for HIV antibody became available. In ad- 
dition, during the first 5 months of the 13-month interval before seroconversion, one of the 
three patients had also received extremely large amounts of heat-treated factor Vill concen- 
trate prepared by a European manufacturer using a wet-heat process. The manufacturer had 
used unscreened plasma from U.S. donors. 

The three patients who seroconverted (Group 3) represent 0.7% of the total 450 initially 
seronegative hemophilia A patients and 0.2% of the total 1,300 patients who were serologi- 
cally monitored for >1 year after beginning to use unscreened, heat-treated factor. Since 


TABLE 1. Distribution of patients in surveyed non-U.S. hemophilia treatment centers, by 
interval between therapy with heat-treated factor concentrates and HIV seroconversion 





First seropositive test 
Last seronegative test after initial 6 months 


Preceding heat-treated 
factor usage 





During initial 6 months 
of heat-treated factor usage 


After initial 6 months 
of heat-treated factor usage 
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November 1985, no seroconversions have been observed among the patients included in the 
survey. 

Although information on the transition to using unscreened, heat-treated factor in each 
HTC is readily available, the dates of subsequent transition to using donor-screened, heat- 
treated factor concentrate products by each HTC are not. One HTC reported beginning to use 
donor-screened, heat-treated factor therapy in August 1985; however, for most HTCs, this 
transition occurred between February and July 1986. No cases of seroconversion following 
the use of donor-screened, heat-treated products were identified through this survey. 

Four percent (50) of the 1,300 seronegative patients in this survey were followed for > 1 
year while receiving donor-screened, heat-treated factor concentrates. Fullow-up on the 
remainder is approaching 1 year. in early March 1987, supplemental information was ob- 
tained from eight of the 13 HTCs. These eight HTCs collectively have 60% of the seronegative 
patients; no further seroconversions have been found. Although over 600 patient-years of 
therapy with donor-screened product have elapsed without a recognized HIV seroconversion, 
the risk associated with unscreened, heat-treated product is so low that several more months 
of surveillance will be required before a statistically significantly further reduction of risk can 
be substantiated. 

Reported by M Blomback, MD, S Schulman, MD, Stockholm, E Berntorp, MD, Maimi, L Stigendal, MD, 
G&teborg, Sweden; EP Mauser-Bunschoten, MD, Bilthoven, Netherlands; T Lambert, MD, Paris, France; 
H Egli, MD, H Brackmann, MD, Bonn, Federal Republic of Germany; PM Mannucci, MD, Milan, Italy; PBA 
Kernoff, MD, London, P Jones, MD, Newcastle-upon-Tyne, CR Rizza, MD, Oxford, AL Bloom, MD, Cardiff, 
United Kingdom; MJ Inwood, MD, London, Ontario, Canada; KA Rickard, MD, Sydney, New South Wales, 
Australia; Div of Host Factors, Center for infectious Diseases, CDC. 

Editorial Note: Earlier published reports disclosed no seroconversions among selected 
hemophilia patients followed for up to 1 year after beginning therapy with heat-treated factor 
concentrates (7-70). However, during the past 12 months, published (2,3) and unpublished 
reports (personal communication, | Walker, MD, Hamilton, Ontario, Canada; FG Hill, MD, MRC 
Path, Birmingham, United Kingdom; G Mariani, MD, Rome, Italy) have described several 
hemophilia patients who had seroconverted after receipt of unscreened, heat-treated factor 
concentrates. In June 1986, one U.S. manufacturer (Armour Pharmaceutical Company) of- 
fered to exchange any remaining heat-treated factor Vill concentrates produced from plasma 
collected before the availability of a test for HIV antibody with the equivalent amount of 
antibody-screened product. Similar exchanges are now available through four other U.S. 
producers (Alpha Therapeutics, American Red Cross, Cutter Laboratories, Hyland 
Therapeutics). 

The influence of previous exposure to allogeneic proteins and other infectious agents as 
well as the HIV inoculum size and differences in inoculum strain may alter the seroconversion 
intervals among hemophilia patients. For this reason, it is currently uncertain whether 
anecdotal reports that seroconversion in other risk groups occurs within 8 to 12 weeks after 
exposure can be generalized to hemophilia patients (77). One study suggests that the vast 
majority of hemophilia seroconversions would be detectable =26 weeks (72). The distribu- 
tion of seroconversion latency periods for hemophilia patients is not yet known. Therefore, it 
is uncertain whether any of the three seroconversions in persons with a documented sero- 
negative test =6 months after beginning to use only heat-treated factor concentrates could 
be associated with the former source of exposure. 

No cases of seroconversion among patients using only donor-screened, heat-treated prod- 
ucts have been reported to date. With the exception of the HTC surveyed in Australia, less 
than a year has elapsed since most of the HTCs surveyed began administering donor- 
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screened, heat-treated factor concentrates. Further longitudinal studies by several of the 
HTCs in this survey may substantiate the additional margin of safety provided by screening 
donated plasma for HIV antibody. Donor-screened, heat-treated factor concentrates remain 
the recommended therapy for patients requiring factor replacement. 
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Epidemiologic Notes and Reports 





Unintentional ingestions of Prescription Drugs 
in Children Under Five Years Old 


in 1985, the American Association of Poison Control Centers (AAPCC) received more 
than 60,000 reports of unintentional prescription drug ingestions involving children under the 
age of five (Consumer Product Safety Commission [CPSC], unpublished data). In addressing 
this problem, the CPSC initiated a study of the circumstances surrounding oral prescription 
drug ingestions by children under 5 years of age and of the efficacy of the closures used on 
the containers involved. 

A non-random sample of oral prescription drug ingestions by children was obtained from 
reports received from February to May 1986 by nine poison control centers representing 
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each of the U.S. Census regions". Incidents were eligible for the study if the ingestion had 
been unintentional and had involved a child under 5 years of age. incidents were excluded if 
they involved dosing errors or ingestion of veterinary drugs, non-oral prescription drugs, or 
over-the-counter medications, even if dispensed by prescription. Each center completed 225 
investigations. The sample group represented 90% of the eligible reports for the time period. 

Trained interviewers administered a telephone questionnaire to parents or other adults 
present when the ingestion took place. The data collected included 1) the age and sex of the 
child, 2) the demographics of the child’s household, 3) the type of container, 4) who the 
medicine belonged to and how that person was related to the child, 5) where the child found 
the medicine, and 6) where the child was when the medicine was consumed. The respondents 
were also asked to mail the containers to the CPSC so the closures could be examined. Expo- 
sures to 1,982 drugs involving 2,015 children met the study criteria. 

Seventy-six percent of the ingestions involved children from 1% to 32 years of age; 9% 
were <1 year or >4 years old (Table 2). Fifty-six percent of the children were male. The in- 
gested drugs were more frequently owned by female, non-sibling relatives (mother, grand- 
mother, great grandmother, aunt, or cousin) (44%) than by male, non-sibling relatives (12%). 
Grandparents’ medications accounted for a substantial number of episodes (17%). 

Of the 382 containers CPSC received for testing, 80% were child-resistant (Table 3). 
During follow-up telephone interviews, respondents who had not sent in the containers in- 


"Shreveport, Louisiana; Detroit, Michigan; Pittsburgh, Pennsylvania; Louisville, Kentucky; Minneapolis, 
Minnesota; District of Columbia; San Diego, California; Boston, Massachusetts; and Salt Lake City, Utah. 


TABLE 2. Age and sex of children <5 years of age involved in unintentional ingestions 
of oral prescription drugs, Consumer Product Safety Commission study, 1986 





Sex 
Age Females 


<6 months 3 4 
6 months-< 1 year 16 35 
1 year-< 1% years 71 151 
1% years-< 2 years 167 366 
2 years- < 2 years 503 
2% years- < 3 years 354 
3 years- < 3% years 190 303 
3% years- < 4 years 84 157 
4 years- < 4% years 51 89 
42 years- <5 years 30 53 
Total 1,133 2,015 











TABLE 3. Results of tests of 306 child-resistant containers involved in unintentional in- 
gestions of oral prescription drugs, Consumer Product Safety Commission study, 1986 





Not eftective/functional 
Type of closure (Percent) 





Continuous-thread 69 
Lug 52 
Snap 75 
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volved were asked to examine them; 76% of these had child-resistant closures. Sixty-seven 
percent of respondents who had to base their descriptions on recollection alone reported that 
the containers had child-resistant closures. Tests proved that 200 (65%) of the 306 child- 
resistant containers received were ineffective. 

Two types of child-resistant containers were commonly used. Two hundred and twenty- 
nine containers used for liquid medications had continuous-thread closures. Sixty-nine per- 
cent of these were ineffective; 87% of these failures were associated with a buildup of liquid 
residue on the threads. Wear of the closure mechanism had caused failure in 52% of the 73 
lug-type containers*. 

In 65% of the cases, the medication was in the original container when the ingestion oc- 
curred. Problems not related to failure of the child-resistant closure included 1) not resecuring 
the closure in a child-resistant manner (18% of the incidents), 2) not keeping medicines in any 
container {i.e., loose), and 3) keeping medicine in some container other than the original 


tthe majority of the containers received by CPSC were screw-type closures operated by “push and 
turn” or similar action 


(Continued on page 131) 





TABLE |. Summary —cases specified notifiable diseases, United States 





9th Week Ending Cumulative, 9th Week Ending 








7, Mar. 1, Median Mar. 7 Mar.1, Median 
1987 1986 1982-1986 1987 1986 1982-1986 


Acquired | toency Synd (alos) 136 131 N 3.229 1,889 
Aseptic meningits 79 74 74 746 734 
Encephatts: Primary (arthropod-bome 
& unspec | 12 16 
Post-infectious . 

Gonorrhea: Civilian 15,332 
Military 271 

Hepatitis Type A 











Meningococcal infections: Total 
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Tuberculosis 
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TABLE 11. Notifiable diseases of low frequency, United States 
Cum 1987 Cum 1987 


Leptospirosis (La. 1; Hawaii 1) 6 

(Ky. 1) Plague 1 
(Tenn. 1; Calif. 1) Poliomyelitis, Paralytic 
Psi - 

Rabies, human 

- Tetanus (Ohio 1 

Congenital rubella syndrome (Utah 1) aa 
Congenital syphilis, ages < | year - Typhus fever, flea-borne (endemic, murine) (Pa. 2; 
Diphtheria (Calif. 1) S.C. 1) 
*Seven of the 59 reported cases for this week were imported from a foreign country or can be directly traceable to a known intemationally 
imported case within two generations 
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TABLE III. Cases of specified notifiable diseases, United States, weeks ending 
March 7, 1987 and March 1, 1986 (9th Week) 
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TABLE Ill. (Cont’d.) Cases of specified notifiable diseases, United States, weeks ending 
March 7, 1987 and March 1, 1986 (9th Week) 





Measies (Rubeola) Menin- 
indigenous imported * | Total | infections 
Cum Cum. | Cum Cum Cum Cum | Cum Cum Cum 
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TABLE Ill. (Cont’d.) Cases of specified notifiable diseases, United States, weeks ending 
March 7, 1987 and March 1, 1986 (9th Week) 
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TABLE IV. Deaths in 121 U.S. cities. week ending 
March 7, 1987 (9th Week) 





All Causes, By Age (Years) 
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* Mortality data im this table are voluntarily reported from 121 cities im the United States. most of which have populations of 100.000 or 
more.A death is reported by the place of its occurrence and by the week that the death certificate was filed Fetal deaths are not included 
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(25%). Eighty-two of the ingestions took place in the child's home, and 14%, in a relative’s 
home. The four categories of drugs most frequently ingested were antimicrobials (23.4%), 
birth control pills and hormones (14.9%), analgesics (9.6%), and cardiovascular drugs (9.2%). 
The four areas in the home where the ingested medicines were most frequently stored were 
kitchens (48%), bedrooms (24%), living rooms (10%), and bathrooms (8%). 

Reported by American Assn of Poison Control Centers; Div of Poison Prevention and Scientific Coordina- 
tion, Directorate of Health Sciences, U.S. Consumer Product Safety Commission; Div of Injury Epidemio!- 
ogy and Control, Center for Environmental Health, CDC. 

Editorial Note: The week of March 15-21, 1987, is designated National Poison Prevention 
Week (NPPW) by the Poison Prevention Week Council. NPPW was established by federal 
legislation and has been observed since 1962 (7). The death rate from poisoning in children 
under five has steadily declined since the enactment of the Poison Prevention Packaging Act 
(PPPA) of 1970. Since then, deaths from poisoning by solids and liquids (E850-E8669), the 
group of substances most affected by the PPPA, have declined by 70%. An 8-year analysis of 
the impact of the PPPA estimated that 86,000 ingestions of poisons were prevented between 
1974 and 1981 (2). The potential for poisoning remains significant, however; in 1985, 
AAPCC centers received more than 500,000 reports of exposures of children under 5 years 
old to potential poisons (CPSC, unpublished data). In 1983, there were 55 deaths from in- 
gested poisons, 39 of which were from poisoning by drugs, medicinals, and biologicals 
(E850-E858) (National Center for Health Statistics, unpublished data) (7). The age-specific 
death rate for external causes (E850-E858) in this age group was 0.22/100,000 in 1983 (Na- 
tional Center for Health Statistics, unpublished data) (3). 

The results of the AAPCC study should be interpreted cautiously since the data were taken 
from a sample that may not be representative of the entire population under 5 years of age 
and at risk for poisoning. Furthermore, the purpose of the study was only to determine factors 
associated with unintended ingestion of oral prescription drugs. In addition, seasonal variation 
could introduce bias since the data were collected only from February to May. 

The findings show that multiple factors contribute to the risk of unintentional ingestion of 
prescription medications. These include the inability of young children to recognize potential 
hazards, their tendency to explore the world and to put things in their mouths, and the availa- 
bility of medicine in the kitchen and bedrooms. Other factors include ineffective child- 
resistant closures, closures that do not continue to function as designed, and the misuse of 
these closures. 

Public education and awareness efforts should be targeted at persons who have frequent 
contact with children, including those who may not live in a household where children reside 
(e.g., grandparents). Unless there are specific reasons to avoid child-resistant containers, 
consumers who have contact with children should insist on child-resistant packaging regard- 
less of whether they have small children in their own household. Child-resistant containers 
should always be capped tightly and should never be either modified to eliminate the safety 
feature or substituted with a non-child-resistant container. Medications should never be kept 
where children have ready access to them and especially should never be kept in the kitchen 
or bedrooms. 

This study demonstrates the need to use National Poison Prevention Week to make 
pharmacists, physicians, manufacturers, and the public aware of the importance of the PPPA 
requirernents. While the present technology for child-resistant packaging may provide incom- 
plete protection from prescription drug poisoning, the use of child-resistant packaging should 


8Ninth revision, International Classification of Diseases. The group of external causes E850-E866 ex- 
cludes gases distributed by pipeline, other utility gases and carbon monoxide, and other gases and 
vapors since it is not likely that poisoning by these substances would be prevented by the PPPA 
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be strongly encouraged whenever possible. Development of improved child-resistant closures 
with increased reliability should be a priority for the safety-packaging industry. CPSC has 
made poison prevention a priority project for 1987. 
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Outbreak of Hepatitis B Associated with an 
Oral Surgeon — New Hampshire 


During the first 6 months of 1986, four clinical cases of hepatitis B were reported in a city 
in New Hampshire. Each case was serologically confirmed, and the patients had all been seen 
by the same oral surgeon. All patients had undergone tooth extractions 3 to 5 months before 
becoming ill; three had had multiple extractions during single office visits. All four patients 
denied other risk factors for hepatitis B virus infection. One patient developed periarteritis 
nodosa with severe complications, including mesenteric arteritis with colonic perforation, 
mononeuritis multiplex with paraplegia, and ulceration into the joint space of one ankle. 

Of the four patients, one remained seropositive for hepatitis B surface antigen (HBsAg) for 
more than 6 months and became a chronic hepatitis B carrier. He was tested and found to 
have HBsAg subtype ad, the same subtype as the oral surgeon. Ten other cases of hepatitis B 
were reported in the city during the first 6 months of 1986. Two of the patients were intra- 
venous drug users; two were contacts of patients with unreported cases of hepatitis; and six 
had no identified risk factors. None of these ten patients had been treated by a dental profes- 
sional or had undergone surgery. 

The oral surgeon had been practicing in the city (population 75,000) for 25 years. His prac- 
tice was limited to dental extractions, usually performed with a combination of intravenous se- 
dation and local anesthesia. He had never had any symptoms suggestive of hepatitis B and 
had never received hepatitis B vaccine. He had never been tested for hepatitis B serologic 
markers prior to the outbreak. In July 1986, he was seropositive for HBsAg and hepatitis e 
antigen (HBeAg) and negative for IgM antibody to hepatitis B core antigen, indicating that he 
was probably a hepatitis B carrier. He was not aware of having had any skin lesions on his 
hands in the past year. Although he was careful to scrub his hands between surgical proce- 
dures, he did not wear gloves 

The oral surgeon discontinued his practice when the outbreak was discovered on June 30, 
1986, and has not reopened his office. Letters were sent to all patients whom he had treated 
after January 1, 1985, informing them of their possible exposure io hepatitis B virus and 
offering free testing for hepatitis B serologic markers. 

Reported by JJ Cournoyer, K Brandenburg, E Schwartz, MD, State Epid: logist, Bur of Di: Control, 
C Zumbrunnen, DDS, Bur of Dental Health, Div of Public Health Svcs, Public Health Laboratory, New 
Hampshire Dept of Health and Welfare; Div of Field Svcs, Epidemiology Program Office, Hepatitis Br, Div 
of Viral Diseases, Center for infectious Diseases, CDC. 

Editorial Note: Eight other outbreaks of hepatitis B traceable to dentists or oral surgeons 
have been reported since 1974 (7,2). The number of clinically infected patients in each out- 
break has ranged from three to 55. Two of the nine clinically ill patients in one outbreak died 
of fulminant hepatitis B (2); no other deaths have been reported. In each outbreak, the im- 
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ed dentist or oral surgeon was seropositive for HBsAg and (if tested) HBeAg and did not use 
gloves during dental or surgical procedures. None of the dentists who were hepatitis B carriers 
were aware of their chronic infections. Traumatic procedures (surgery, extractions) have been 
associated with a higher infection risk than non-traumatic procedures (fillings, denture fittings, 
etc.). Transmission has been thought to occur through apparent or inapparent lesions on the 
dentist's hands. 

The repeated occurrence of outbreaks associated with dentists or oral surgeons is espe- 
cially disturbing because there are easily available and widely recommended measures to pre- 
vent them. A safe, effective vaccine against hepatitis B became available in 1982, and, since 
the late 1970s, national dental authorities have urged dental practitioners to wear gloves 
during all procedures involving hand contact with patients’ mouths (3-5). in March 1986, a 
national random telephone survey revealed that 44% of non-federal, practicing dentists and 
oral surgeons in the United States had been vaccinated against hepatitis B (CDC, unpublished 
data). Only 15% of respondents used gloves routinely for all procedures. 

Recurrent, avoidable outbreaks such as this one should prompt dentists and oral surgeons 


to seek hepatitis B vaccination and to use gloves routinely when treating patients. 
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Tuberculosis and AIDS — Connecticut 


Until 1983, the incidence of tuberculosis in Connecticut had steadily declined for several 
decades. In 1982, it reached its lowest point, 5.0 cases per 100,000 population. Since then, 
tuberculosis incidence in Connecticut has fluctuated above that level, with a rate of 6.2 in 
1983, 5.6 in 1984, and 5.1 in 1985. A rate of 6.0 is projected for 1986. This would be an 18% 
increase over 1985. Concern about a possible association between human immunodeficiency 
virus (HIV) infection and the rise in tuberculosis morbidity led to an evaluation of data on ac- 
quired immuno-deficiency syndrome (AIDS) and tuberculosis in Connecticut. 

The entire AIDS register was confidentially linked to the tuberculosis case register dating 
back to 1970 to determine the proportion of tuberculosis patients with a diagnosis of AIDS, 
the proportion of AIDS patients with tuberculosis, and the interval between the diagnosis of 
tuberculosis and AIDS. The following selected characteristics of those with both diagnoses 
were also studied: age, sex, race and ethnicity, geographic location by city size, and risk fac- 
tors for a diagnosis of AIDS. Patients were placed in subgroups by each of these characteris- 
tics, and the incidence rate of tuberculosis in individuals with and without AIDS in each sub- 
group was calculated and compared. A 3-year incidence rate of tuberculosis was used for 
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these comparisons because most diagnoses of tuberculosis in AIDS patients occurred in the 
3-year period beginning 30 months before and ending 6 months after the diagnosis of AIDS. 

As of September 1, 1986, 18 cases of tuberculosis had been diagnosed among the 299 
cumulatively reported AIDS cases in Connecticut. The 18 tuberculosis patients with AIDS 
(TB/AIDS) ranged from 24 to 53 years of age, with a median of 33 years. Fourteen (78%) 
were male; 11 (61%) were black; 13 (72%) came from the six cities in Connecticut with a 
population of 100,000 or greater; and seven (39%) were intravenous drug abusers. One of 
the 18 cases of tuberculosis was diagnosed in 1973 and another in 1980. The remaining 16 
cases were diagnosed after January 1, 1982, and represent 5.4% of all AIDS cases reported 
to date and 2.0% of all 816 tuberculosis cases diagnosed and reported from 1982 through 
1986. When these 16 cases are analyzed by year of diagnosis, there appears to be no signifi- 
cant rise or fall in the frequency of tuberculosis patients with AIDS (TB/AIDS) for the years 
1982 through 1986. 

Compared with tuberculosis patients without AIDS in Coniecticut, TB/AIDS patients were 
younger and more likely to be male, black, and from a large city. Compared with AIDS patients 
without tuberculosis, TB/AIDS patients were more likely to be black and from a large city and 
to have intravenous drug abuse as an AIDS risk factor. Age and sex distribution were similar in 
both groups. 

Among the 18 TB/AIDS patients, the diagnosis of tuberculosis occurred from 10 years 
before to 19 months after the diagnosis of AIDS, with a median of 4 months before the diag- 
nosis of AIDS. Fourteen (78%) of TB/AIDS patients were diagnosed as having tuberculosis 
within 3 years of their diagnosis of AIDS (2.5 years before to 0.5 years after). 

Table 4 shows the crude 3-year incidence rate of tuberculosis in AIDS patients and in the 
general population without AIDS according to sex, race, and city size as well as the incidence 


TABLE 4. Three-year incidence of tuberculosis in 20- to 49-year-olds with and without 
AIDS, by selected demographic characteristics — Connecticut, 1986 





AIDS General 
patients* population t 
Characteristics TBrate (cases) TBrate (cases) Risk ratio’ 
Sex 
Male 6,250 (10) 18.8 (119) 333 
Female 7,692 (2) 12.7 (84) 605 





Race 
Black 12,121 (8) 102.8 (95) 118 
White 3,670 (4) 5.4 (63) 677 
Other - (0) 112.4 (45) - 


City Size 
2 100,000 9,677 (9) 44.7 (111) 216 
< 100,000 3,226 (3) 8.8 (92) 367 


Adjusted" 2,671 (12) 15.7. (203) 170.3 





“Incidence of tuberculosis 2.5 years before to 0.5 years after diagnosis of AIDS per 100,000 AIDS pa- 
tients as of 4/1/86. 


t3-year incidence of tuberculosis per 100,000 individuals without AIDS, 1982-1984. 
SRatio of 3-year incidence of TB/AIDS to TB/non-AIDS. 
‘Adjusted for age (5-year intervals), race, sex, and city size according to 1980 census. 
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rate adjusted for these three factors and age. In all groups, the rate of tuberculosis (risk ratio) 
in AIDS patients was more than 1 00 times the incidence in the general population. 


Reported by JL Hadler, MD, MPH, State Epidemiologist, R Burger, Pulmonary Diseases and AIDS Pro- 
grams, Connecticut State Dept of Health Svcs; Div of Tuberculosis Control, Center for Prevention Svcs, 
COC. 


Editorial Note: The demographic characteristics of TB/AIDS patients in Connecticut are 
similar to those found elsewhere; individuals are most likely to come from groups that have a 
higher incidence of tuberculosis and are at risk for AIDS (7-3). 

The following factors suggest an association between tuberculosis and AIDS in Connecti- 
cut: the 5.4% incidence of tuberculosis in AIDS cases, the clustering of the development of 
tuberculosis and AIDS within a distinct time period (within 3 years of diagnosis of AIDS), and 
the 100-fold or greater risk of tuberculosis among AIDS patients than among the general 
population. The risk that persons with latent tuberculous infection who develop AIDS will de- 
velop clinically active tuberculosis cannot be determined from these data. However, to the 
extent that individuals with AIDS are representative of the general population in prevalence 
and incidence of tuberculous infection, this risk could be as much as 100- to 200-fold greater 
than that of their non-HIV-infected counterparts. 

The total number of AIDS patients in the United States meeting the CDC surveillance case 
definition represents only a fraction of the number of persons with HIV infection. It has been 
estimated that, in 1985, for every diagnosed case of AIDS, there were 50 to 100 persons 
with HIV infection (4). The number of tuberculosis patients with HIV infection but without 
AIDS in Connecticut may also exceed the number who have overt AIDS. 

These data further support recently published guidelines that risk factors for HIV should be 
identified as part of the evaluation of persons with tuberculous infection (5). HIV antibody 
testing should be offered, and, where there is both tuberculous infection and HIV infection, 
isoniazid preventive therapy should be offered. Conversely, persons who are positive for HIV 
antibody should be offered tuberculin skin testing, and isoniazid preventive therapy should be 
offered to reactors (5). 
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FIGURE |. Reported measies cases — United States, weeks 05-08, 1987 
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